Leys, Colin and Toft, Brian Centre for Health and the Public Interest How safe are NHS patients in private hospitals? : learning from the Care Quality Commission. [London] : CHPI, 2015 Web publication In November 2014 the Care Quality Commission (CQC) initiated a new inspection regime for private hospitals, using larger teams of inspectors including more with specialist qualifications. By July 2015 reports on 15 of these inspections had been published. These reports provide a significant amount of new information on the hospitals inspected, and allow us to better understand the nature of the risks posed in the private hospital sector. An analysis of the reports also allows us to assess the efficacy of the approach taken by the CQC to quantifying and addressing the patient safety risks facing both NHS and private patients. Web publication This report synthesises the lessons from the Health Foundation's work on improving patient safety. Part I illustrates why improving safety is so difficult and complex, and why current approaches need to change. Part II looks at some of the work being done to improve safety and offers examples and insights to support practical improvements in patient safety. In Part III, the report explains why the system needs to think differently about safety, giving policy-makers an insight into how their actions can create an environment where continuous safety improvement will flourish, as well as how they can help to tackle system-wide problems that hinder local improvement. http://www.health.org.uk/sites/default/files/ContinuousImprovementPatientSafety.pdf Web publication This overview considers how the NHS has performed over the current parliament in relation to patient safety. We look at data relating to reported incidents and harm, episodes of care free of certain types of harm, and patient and staff perceptions of safety. http://www.health.org.uk/sites/default/files/IsTheNHSGettingSafer.pdf
ISBN: 9781906461713
The Health Foundation Infection prevention and control : lessons from acute care in England : towards a whole health economy approach. Learning report ; November 2015 London : The Health Foundation, 2015 = Web publication This learning report is based on the findings of a large research study that identified and consolidated published evidence about infection prevention and control initiatives. The researchers synthesised this with findings from qualitative case studies in two large NHS hospitals, including the perspectives of service users. The report considers what has been learned from the infection prevention and control work carried out over the last 15 years in hospitals in England. It looks at the lessons learned and outlines future directions for effective infection prevention and control. http://www.health.org.uk/sites/default/files/InfectionPreventionAndControlLessonsFromAcuteCareInEn gland.pdf Associated documentation: http://www.health.org.uk/publication/infection-prevention-and-control-lessons-acute-care-england Health Research & Educational Trust Improving patient safety culture through teamwork and communication : TeamSTEPPS. Chicago, IL : Health Research & Educational Trust, 2015 Web publication Health care teams that communicate effectively reduce the potential for human error, resulting in enhanced patient safety and improved clinical performance. This guide outlines a framework for improving organisational communication and teamwork skills to improve patient safety. Free registration required to access this resource: http://www.hpoe.org/resources/hpoehretaha-guides/2598
Cowper, Andy Health Service Journal The case for patient safety : financially, professionally and ethically [London] : HSJ, 2015 Web publication Financially, ethically and professionally, patient safety should be the core business of healthcare. Yet despite big improvements reducing healthcare-associated infections and venous thromboembolism, this report considers: why patient safety still feels like something we are yet to crack: where are the main areas to focus; and what are the first steps to improve? http://www.hsj.co.uk/Journals/2015/07/13/r/y/h/Patient-Safety-Case-full-report-.pdf NHS England, et al. Freedom to speak up : whistleblowing policy for the NHS : draft for consultation.
London : NHS England, 2015
Web publication This consultation seeks views on the proposed single national whistleblowing policy for the NHS in England. It sets out the draft policy created by Monitor, the NHS Trust Development Authority (TDA) and NHS England with contributions from stakeholders and then the consultation questions. The deadline for responses is 8 January 2016. https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/476850/2_national_w histleblowing_policy_and_consultation_FINAL.pdf Associated documentation: https://www.gov.uk/government/consultations/freedom-to-speak-up-whistleblowing-policy-for-the-nhs Web publication This report is an inquiry into how incidents of clinical failure in the NHS are investigated, and how subsequent complaints are handled. The Committee is considering ways that untoward clinical incidents could be investigated immediately at a local level, so that facts and evidence are established early without the need to find blame, and regardless of whether a complaint has been raised. It is hoped that this work will reduce the need for complaints to go to the Parliamentary and Health Services Ombudsman (PHSO), whose main role relates to administrative and service failures in the NHS in England. http://www.publications.parliament.uk/pa/cm201415/cmselect/cmpubadm/886/886.pdf Associated documentation: http://www.parliament.uk/business/committees/committees-a-z/commons-select/publicadministration-select-committee/news/investigating-clinical-incidents-in-the-nhs-report/ Web publication This report shows that staff health and wellbeing in the NHS is often seen as an optional extra -as less than two thirds of trusts have a staff health and wellbeing plan in place. It says that high quality patient care relies on skilled staff who are not only physically and mentally well enough to do their jobs, but also feel valued, supported and engaged. It also states that good staff health, wellbeing and engagement can reap significant benefits for patient safety including reduced MRSA infection rates and lower patient mortality rates. https://www.rcplondon.ac.uk/guidelines-policy/work-and-wellbeing-nhs-why-staff-health-matterspatient-care Web publication Emergency care systems in the UK and Ireland are facing their biggest challenge in well over a decade as they aim to cope with unsustainable workloads and a lack of sufficient numbers of middle grade doctors and consultants in emergency medicine to deliver consistent quality care. The report, based upon the results of a comprehensive survey of 131 emergency departments (EDs) in the UK between 2011 and 2012, recommends urgent action in a number of key areas of: system redesign to manage workloads and de-congest the ED; expansion and sustainable working practices for staff; a radical change to the way in which emergency care is funded; and a better system to measure the success of improvement rather than four-hour system performance alone. http://www.rcem.ac.uk/code/document.asp?ID=7030%20
Whistleblowing Helpline Raising concerns at work : whistleblowing guidance for workers and employers in health and social care.
[London] : Whistleblowing Helpline, 2014
Web publication This guidance contains a number of recommendations, aiming to help make whistleblowing an important part of improving the quality of service user support and patient safety. http://www.wbhelpline.org.uk/wp-content/uploads/2014/04/Raising-Concerns-at-Work.pdf Associated documentation: http://www.wbhelpline.org.uk/whistleblowing-helpline-press-release-new-guidance-issued/ British Medical Association Supporting doctors in raising concerns : BMA discussion paper and member consultation. London : BMA, 2013 Web publication If the NHS is to have a truly open and transparent culture, a fundamental change in attitude towards reporting concerns and being honest about errors or poor care is essential. There are a number of ways in which staff can be encouraged and assisted in doing this, but improvements in process and support can only go so far. Ultimately what is required is demonstrable leadership, an example which staff can follow. Doctors have a unique role to play and, backed by their professional code, can be at the forefront of leading this crucial change in attitude. This discussion paper reviews the problems and challenges for doctors in this area, and poses thought-provoking questions throughout. http://bma.org.uk/-/media/Files/PDFs/Working%20for%20change/Shaping%20healthcare/NHS%20culture/Supportingdoct orsinraisingconcerns.pdf Associated documentation: http://bma.org.uk/nhsculture Centre for Public Scrutiny Safety, quality, trust : briefing for council scrutiny about the Francis Report. London : Centre for Public Scrutiny, 2013 Web publication This briefing is about how council scrutiny can support improvements in quality and patient experience and help the local NHS put patients first. Robert Francis had clear messages about council scrutiny and this briefing suggests some first steps for council scrutiny to consider in responding and improving scrutiny practice and outcomes in relation to holding the NHS to account. HONB (Gre) This document sets out the government's initial response to Robert Francis QC's report on the Mid Staffordshire NHS Foundation Trust public inquiry. It details actions to ensure that patients are the first and foremost consideration of the health and care system and everyone who works in it. It outlines how a culture of compassion will be a key marker of success; hospitals and care homes will be encouraged to strive to be the best; basic values of dignity and respect will be central to care training; and if things go wrong, patients and their families will be told about it. https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/170701/Patients_First _and_Foremost.pdf Associated documentation: https://www.gov.uk/government/news/government-publishes-initial-response-to-the-midstaffordshire-nhs-public-inquiry-report
The Health Foundation Hard truths : essential actions. Briefing ; (December 2013) London : The Health Foundation, 2013
Web publication On 19 November 2013, the government published Hard Truths, its full response to the Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry by Robert Francis QC. The briefing focuses on bridging the gap between the actions set out by the government in Hard Truths and their practical application by people working in the service. The Health Foundation's key recommendations are: a learning environment is necessary to achieve the profound cultural change being asked of the NHS -there is a pivotal role for the government and NHS England in creating this; a large-scale safety collaborative programme has the potential to provide benefit, but NHS England needs to strike the right balance between providing accountability and achieving genuine ownership from front-line teams; the focus on measuring safety is welcome, but measures should be developed to assess the future risk of harm, not just the occurrence of past harm; and the government also needs to be clear how the publication of data will improve safety. Web publication This report presents the independent evaluation of the Health Foundation's Safer Patients Network programme. The evaluation was undertaken by a team from Cardiff University and the York Health Economics Consortium. It aimed to determine to what extent the Safer Patients Network (SPN) had transformed the Safer Patients Initiative (SPI) from a successful collaborative to a self-sustaining, member-driven network committed to continually improving patient safety within the member organisations and beyond. http://www.health.org.uk/sites/default/files/SaferPatientsNetworkEvaluation.pdf Associated documentation: http://www.health.org.uk/publications/safer-patients-network-evaluation/ West, Michael Lancaster University Mangement School Quality and safety in the NHS : evaluating progress, problems and promise. Lancaster : Lancaster University, [2013] Web publication The NHS in England is facing challenges and changes as great as any in its history. These include increasing demand, population demographics, changes in disease type and frequency, technological changes, and a major structural and culture change programme, all in a context of national economic austerity. In such circumstances, ensuring that organisational cultures remain focused on improving high quality and safe patient care is all the more important. The research programme reported here was initiated by the Department of Health Policy Research Programme to assess the extent to which NHS organisations in England have cultures in which the most important values are those of providing and improving high quality and safe patient care. The programme used a combination of methods, including interviews, surveys and ethnographic case studies, to assess the extent to which organisational cultures and values support highquality care and patient safety . It aimed to determine how to secure a sustainable focus on quality and safety, how quality improvement happens, how change in the right direction can be accelerated, and how innovation can be encouraged. https://www.lancaster.ac.uk/media/lancaster-university/content-assets/documents/lums/cphr/qualitysafety-nhs-e. HONB (Mid) Concerns about mortality and the standard of care provided at the Mid Staffordshire NHS Foundation Trust resulted in an investigation by the Healthcare Commission which published a highly critical report in March 2009, followed by two reviews commissioned by the Department of Health. These investigations gave rise to widespread public concern and a loss of confidence in the Trust, its services and management. This Inquiry was set up primarily to give those most affected by poor care an opportunity to tell their stories and to ensure that the lessons learned were fully taken into account in the rebuilding of confidence in the Trust. Volume 1 : analysis of evidence and lessons learned (part 1). http://www.midstaffspublicinquiry.com/sites/default/files/report/Volume%201.pdf Volume 2 : analysis of evidence and lessons learned (part 2). http://www.midstaffspublicinquiry.com/sites/default/files/report/Volume%202. Web publication This report highlights the main problems affecting patient safety in the NHS and makes recommendations to address them. It says that the health system must: recognise with clarity and courage the need for wide systemic change; abandon blame as a tool and trust the goodwill and good intentions of the staff; reassert the primacy of working with patients and carers to achieve health care goals; use quantitative targets with caution -they should never displace the primary goal of better care; recognise that transparency is essential and expect and insist on it; ensure that responsibility for functions related to safety and improvement are established clearly and simply; give NHS staff career-long help to learn, master and apply modern methods for quality control, quality improvement and quality planning; and make sure pride and joy in work, not fear, infuse the NHS. Professor Don Berwick, an international expert in patient safety, was asked by the Prime Minister to carry out the review following the publication of the Francis Report into the breakdown of care at Mid Staffordshire Hospitals. Web publication The Francis Report detailed some of the worst failings in care and unnecessary harm to have occurred in the NHS. The government announced a series of measures they hope will deliver a culture of zero-harm and patient-centred care in the NHS. There is a large evidence base that the NHS can draw upon to inform their efforts to improve patient safety. The ten key practices highlighted in this bulletin range from establishing a culture for patient safety through to interventions aimed at reducing specific events. Clear and visible leadership, engagement of front-line clinical staff and interventions that target prevailing attitudes are key. Delivering harm free care should involve routine monitoring of meaningful outcomes. Areas of concern can be identified and targeted so that improvements can be sustained. Web publication This report is the second in a series of five and highlights examples of hospital trusts that are making significant improvements in safety. The rationale for improving patient safety is now well understood but there are some organisations that still consider safety to be a tick-box exercise. The idea behind the 'What makes a top hospital?' series of five reports is to set out examples of excellence in the delivery of healthcare in the hope that other organisations can take something from each of them. http://www.chks.co.uk/userfiles/files/CHKS_2011_WMATH_2_FIN_lo-res(1).pdf Associated documentation: http://www.chks.co.uk/Knowledge-Base National Voices Not the Francis Report : a National Voices report on how to ensure safety & quality.
London : National Voices, 2012
Web publication This report calls for greater urgency in improving patient safety and care quality. It warns that delays to the Francis Report could also create delays on improvements in care quality in the NHS and the report makes a number of recommendations for improving patient safety and the quality of patient care. These recommendations include greater patient and public involvement; the reorganisation of hospital services; and a drive towards integrated primary care. http://www.nationalvoices.org.uk/sites/default/files/public/publications/not-the-francis-report. (February 2016) Healthcare professionals work in emotionally charged settings; yet, little is known about the role of emotion in ensuring safe patient care. This article presents current knowledge in this field, drawing upon psychological approaches and evidence from clinical settings. We explore the emotions that health professionals experience in relation to making a medical error and describe the impact on healthcare professionals and on their professional and patient relationships. We also explore how positive and negative emotions can contribute to clinical decision making and affect responses to clinical situations. Evidence to date suggests that emotion plays an integral role in patient safety. Implications for training, practice and research are discussed in addition to strategies to facilitate health services to understand and respond to the influence of emotion in clinical practice. [Abstract] Biddison, Elizabeth, et al. Associations between safety culture and employee engagement over time : a retrospective analysis. BMJ Quality and Safety 2016; 25 (1): 31-37 (January 2016) With the growth of the patient safety movement and development of methods to measure workforce health and success have come multiple modes of assessing healthcare worker opinions and attitudes about work and the workplace. Safety culture, a group-level measure of patient safety-related norms and behaviours, has been proposed to influence a variety of patient safety outcomes. Employee engagement, conceptualised as a positive, work-related mindset including feelings of vigour, dedication and absorption in one's work, has also demonstrated an association with a number of important worker outcomes in healthcare. To date, the relationship between responses to these two commonly used measures has been poorly characterised. Our study used secondary data analysis to assess the relationship between safety culture and employee engagement over time in a sample of >50 inpatient hospital units in a large US academic health system. With >2000 respondents in each of three time periods assessed, we found moderate to strong positive correlations (r=0.43-0.69) between employee engagement and four Safety Attitudes Questionnaire domains. Independent collection of these two assessments may have limited our analysis in that minimally different inclusion criteria resulted in some differences in the total respondents to the two instruments. Our findings, nevertheless, suggest a key area in which healthcare quality improvement efforts might be streamlined. [Abstract] Kapur, Narinder, et al. Aviation and healthcare : a comparative review with implications for patient safety.
JRSM Open 2016; 7 (1): (January 2016)
Safety in aviation has often been compared with safety in healthcare. Following a recent article in this journal, the UK government set up an Independent Patient Safety Investigation Service, to emulate a similar well-established body in aviation. On the basis of a detailed review of relevant publications that examine patient safety in the context of aviation practice, we have drawn up a table of comparative features and a conceptual framework for patient safety. Convergence and divergence of safety-related behaviours across aviation and healthcare were derived and documented. Key safety-related domains that emerged included checklists, training, crew resource management, sterile cockpit, investigation and reporting of incidents and organisational culture. We conclude that whilst healthcare has much to learn from aviation in certain key domains, the transfer of lessons from aviation to healthcare needs to be nuanced, with the specific characteristics and needs of healthcare borne in mind. On the basis of this review, it is recommended that healthcare should emulate aviation in its resourcing of staff who specialise in human factors and related psychological aspects of patient safety and staff wellbeing. Professional and post-qualification staff training could specifically include cognitive bias avoidance training, as this appears to play a key part in many errors relating to patient safety and staff wellbeing. [Abstract] http://shr.sagepub.com/content/7/1/2054270415616548.full The many benefits of 'always events '. Nursing Standard 2016; 30 (22): 24-25 (27 January 2016) Simple changes that make a huge difference to patients are being implemented through the Always Events programme. Staff at a Lancashire pilot site use Always Events to support patients' care transitions and communicate more clearly. The aim is to provide an exceptional patient experience. [Summary] Saunders, John Good people do bad things. Journal of Medical Ethics 2015; 41 (12): 942-943 (December 2015) Bad things happened at Mid Staffordshire National Health Service (NHS) Trust (Mid Staffs). The key question, having determined what, is to ask why. Why do good people do bad things? Upon this depends the sorts of actions that we might propose, extending and realising those made in the Francis report itself. [Introduction] Francis, Robert Getting back to basics : on the need to define care in analysis of care. Journal of Medical Ethics 2015; 41 (12): 948-949 (December 2015) In their insightful paper, Newdick and Danbury explore some of the issues that they identify as having contributed to the failures of various institutions within the NHS to provide adequate levels of clinical care to their patients. This commentary acknowledges that many of the issues highlighted by Newdick and Danbury may plausibly be said to form part of the explanation of why failures of care -such as those identified within the Mid Staffordshire NHS Foundation Trust and the Bristol Royal Infirmary -occurred. However, it will be argued that any analysis of care (in the context of the NHS or elsewhere) will remain suboptimal in the absence of a clearly articulated and plausible definition of 'care'. [Introduction] Moore, Alison Blowing the whistle on bad practice. Nursing Standard 2015; 30 (15): 22-23 (9 December 2015) Delilah Hesling, the UK's first patient safety ombudsman, says she found supporting staff a struggle, despite having her chief executive's support. Managers could be obstructive and staff were initially reluctant to come forward. The new guarding roles being introduced need to have 'teeth' if they are to be effective, she warns. [Summary] Rydon-Grange, Michelle 'What's psychology got to do with it?' : applying psychological theory to understanding failures in modern healthcare settings.
Journal of Medical Ethics 2015; 41 (11): 880-884 (November 2015)
The National Health Service (NHS) has, for over four decades, been beset with numerous 'scandals' relating to poor patient care across several diverse clinical contexts. Ensuing inquiries proceed as though each scandal is unique, with recommendations highlighting the need for more staff training, a change of culture within the NHS based upon a 'duty of candour', and proposed criminal sanctions for employees believed to breach good patient care. However, mistakes reoccur and failings in patient safety continue.
While inquiries describe what went awry in each case, questions of how and why such failures came to be remain unanswered. Psychology has a role in answering these questions. Applying psychological theory can guide an understanding of the causes that lead to catastrophic failures in healthcare settings. Indeed, what is often neglected in inquiries is the role of human behaviour in contributing to these failures. Drawing upon behavioural, social and cognitive theories, a psychological analysis of key factors, typically present in clinical contexts where serious failures of care occur, is presented. Applying theory and models from the field of psychology can guide further understanding of the precipitants to poor care.
[Abstract]
Vize, Richard What went wrong at Addenbrooke's ? BMJ 2015; 351 (8028): 14-15 (10 October 2015) The world renowned hospital is now in special measures. Richard Vize speaks to its newly departed leader, Keith McNeil, and other insiders about the "unforgiving" inspection regime, the NHS's obsession with "grip," and how the roots of Addenbrooke's problems can be found in many other hospitals.
[Introduction]
Baines, Rebecca, et al. How effective are patient safety initiatives? : a retrospective patient record review study of changes to patient safety over time. BMJ Quality and Safety 2015; 24 (9) Health Service Journal 2015; 125 (6452): 4-5, 7-8 (1 July 2015 Suppl.) This article outlines different models of healthcare risk management, including using the example of the aviation industry, introducing a no-blame culture, and scrutinising the whole patient pathway. BMC Health Services Research 2015; 15 (196) (16 June 2015) BACKGROUND: Hospital boards, those executive members charged with developing appropriate organisational strategies and cultures, have an important role to play in safeguarding the care provided by their organisation. However, recent concerns have been raised over boards' ability to enact their duty to ensure the quality and safety of care. This paper offers critical reflection on the relationship between hospital board oversight and patient safety. In doing so it highlights new perspectives and suggestions for developing this area of study. METHODS: The article draws on 10 interviews with key informants and policy actors who form part of the 'issue network' interested in the promotion of patient safety in the English National Health Service. RESULTS: The interviews surfaced a series of narratives regarding hospital board oversight of patient safety. These elaborated on the role of trust and intelligence in highlighting the potential dangers and limitations of approaches to hospital board oversight which have been narrowly focused on a risk-based view of organisational performance. In response, a need to engage with the development of trust based organisational relationships is identified, in which effective board oversight is built on 'trust' characterised by styles of leadership and behaviours that are attentive to the needs and concerns of both staff and patients. Effective board oversight also requires the gathering and triangulating of 'intelligence' generated from both national and local information sources. CONCLUSIONS: We call for a re-imagination of hospital board oversight in the light of these different perspectives and articulate an emerging research agenda in this area. [Abstract] http: //www.biomedcentral.com/1472-6963/15/196 Fisher, Joanne D., et al. Patient safety in ambulance services : a scoping review. Health Services and Delivery Research 2015; 3 (21) : (May 2015) Patient safety needs to become a more prominent consideration for ambulance services, rather than operational pressures, including targets and driving the service. Development of new models of working must include adequate training and monitoring of clinical risks. Providers and commissioners need a full understanding of the safety implications of introducing new models of care, particularly to a mobile workforce often isolated from colleagues, which requires a body of supportive evidence and an inherent critical evaluation culture. It is difficult to extrapolate findings of clinical studies undertaken in secondary care to ambulance service practice and current national guidelines often rely on consensus opinion regarding applicability to the pre-hospital environment. Areas requiring further work include the safety surrounding discharging patients, patient accidents, equipment and treatment, delays in transfer/admission to hospital, and treatment and diagnosis, with a clear need for increased reliability and training for improving handover to hospital. Clinical Risk 2015; 21 (1): 3-6 (January 2015) Central Manchester University Hospitals NHS Foundation Trust, like many Trusts, asked itself a number of searching questions in the wake of the reports into appalling standards of care in a number of UK care settings between 2006 and 2009. In order to seek assurance on the quality of care being provided and to be very clear about where improvements were needed, the Board of Directors commissioned a comprehensive peer review into standards of care provided. The resulting exercise involved over 200 staff being trained in review techniques and participating in a comprehensive Trust wide quality improvement programme. The output of this exercise was a detailed plan to improve quality of care, increased recognition of excellence, shared learning across multiple specialties, and increased staff engagement and expertise. [Abstract] Lawton, Rebecca, et al. Positive deviance : a different approach to achieving patient safety. BMJ Quality and Safety 2014; 23 (11): 880-883 (November 2014) This paper argues that focusing on successful practices in patient safety management (termed "positive deviance" -the behaviours of successful teams and organisations) may be a more effective method than focusing on error detection and its management. [KJ] http://qualitysafety.bmj.com/content/early/2014/07/21/bmjqs-2014-003115.full Doyle, Cathal, et al. A systematic review of evidence on the links between patient experience and clinical safety and effectiveness. BMJ Open 2013; 3 (1) : (3 January 2013) OBJECTIVE: To explore evidence on the links between patient experience and clinical safety and effectiveness outcomes. DESIGN: Systematic review. SETTING: A wide range of settings within primary and secondary care including hospitals and primary care centres. PARTICIPANTS: A wide range of demographic groups and age groups. PRIMARY AND SECONDARY OUTCOME MEASURES: A broad range of patient safety and clinical effectiveness outcomes including mortality, physical symptoms, length of stay and adherence to treatment. RESULTS: This study, summarising evidence from 55 studies, indicates consistent positive associations between patient experience, patient safety and clinical effectiveness for a wide range of disease areas, settings, outcome measures and study designs. It demonstrates positive associations between patient experience and self-rated and objectively measured health outcomes; adherence to recommended clinical practice and medication; preventive care (such as health-promoting behaviour, use of screening services and immunisation); and resource use (such as hospitalisation, length of stay and primary-care visits). There is some evidence of positive associations between patient experience and measures of the technical quality of care and adverse events. Overall, it was more common to find positive associations between patient experience and patient safety and clinical effectiveness than no associations. CONCLUSIONS: The data presented display that patient experience is positively associated with clinical effectiveness and patient safety, and support the case for the inclusion of patient experience as one of the central pillars of quality in healthcare. It supports the argument that the three dimensions of quality should be looked at as a group and not in isolation. Clinicians should resist sidelining patient experience as too subjective or mood-oriented, divorced from the 'real' clinical work of measuring safety and effectiveness. [Abstract] http://bmjopen.bmj.com/content/3/1/e001570.full McKee, Lorna, et al. 'New' and distributed leadership in quality and safety in health care, or 'old' and hierarchical? : an interview study with strategic stakeholders. Research and Policy 2013; 18 (2): 11-19 (October 2013 Suppl.) OBJECTIVES: We aimed to explore the views of strategic level stakeholders on leadership for quality and safety in the UK National Health Service. METHODS: We interviewed 107 stakeholders with close involvement in quality and safety as professionals, managers, policy makers or commentators. Analysis was based on the constant comparative method. RESULTS: Participants identified the crucial role of leadership in ensuring safe, high quality care. Consistent with the academic literature, participants distinguished between traditional hierarchical 'concentrated' leadership associated with particular positions, and distributed leadership involving those with particular skills and abilities across multiple institutional levels. They clearly and explicitly saw a role for distributed leadership, emphasizing that all staff had responsibility for leading on patient safety and quality. They described the particular value of leadership coalitions between managers and clinicians. However, concern was expressed that distributed leadership could mean confusion about who was in charge, and that at national level it risked creating a vacuum of authority, mixed messages, and conflicting expectations and demands. Participants also argued that hierarchically based leadership was needed to complement distributed leadership, not least to provide focus, practical support and expertise, and managerial clout. CONCLUSIONS: Strategic level stakeholders see the most effective form of leadership for quality and safety as one that blends distributed and concentrated leadership. Policy and academic prescriptions about leadership may benefit from the sophisticated and pragmatic know-how of insiders who work in organizations that remain permeated by traditional structures, cleavages and power relationships. [Abstract] George, Jim, et al. How can we keep patients with dementia safe in our acute hospitals? : a review of challenges and solutions. Medicine 2013; 106 (9): 355-361 (September 2013) Maintaining patient safety in acute hospitals is a global health challenge. Traditionally, patient safety measures have been concentrated on critical care and surgical patients. In this review the medical literature was reviewed over the last ten years on aspects of patient safety specifically related to patients with dementia. Patients with dementia do badly in hospital with frequent adverse events resulting in the geriatric syndromes of falls, delirium and loss of function with increased length of stay and increased mortality. Contributory factors include inadequate assessment and treatment, inappropriate intervention, discrimination, low staff levels and lack of staff training. Unfortunately there is no one simple solution to this problem, but what is needed is a multifactorial, multilevel approach at the seven levels of care -patient, task, staff, team, environment, organisation and institution. Improving safety and quality of care for patients with dementia in acute hospitals will benefit all patients and is an urgent priority for the NHS. [Abstract] McCaughan, Dorothy and Kaufman, Gerri Patient safety : threats and solutions. Nursing Standard 2013; 27 (44): 48-55 (3 July 2013) The recent landmark report into the care failings at Stafford Hospital has called for sweeping changes to end the NHS's neglect of patient safety (Francis 2013). The report calls for a "fundamental change" in culture so that patients are always put first, and it makes 290 recommendations covering a broad range of issues relating to patient care and safety in the NHS. This article explores issues surrounding patient safety, including the terminology associated with harm and error. The types of patient safety incidents that occur in different care environments are discussed. It offers insight into why patient safety incidents occur and describes some of the underlying factors. It also discusses preventive strategies and the role of patients and family members in enhancing safety. [Abstract] Dyer, Clare The long road to ensuring patient safety in NHS hospitals. BMJ 2013; 346 (7910): 16-18 (1 June 2013) As part of a series on compensation for clinical errors, Clare Dyer looks at efforts, past and present, to monitor and prevent mistakes that harm patients. [Introduction] Kaufman, Gerri and McCaughan, Dorothy The effect of organisational culture on patient safety. Nursing Standard 2013; 27 (43): 50-56 (26 June 2013) This article explores the links between organisational culture and patient safety. The key elements associated with a safety culture, most notably effective leadership, good teamwork, a culture of learning and fairness, and fostering patient-centred care, are discussed. The broader aspects of a systems approach to promoting quality and safety, with specific reference to clinical governance, human factors, and ergonomics principles and methods, are also briefly explored, particularly in light of the report of the public inquiry into care failings at Mid Staffordshire NHS Foundation Trust. Qualitative, semistructured open-ended interviews were conducted with 39 patients and 80 family members about their experiences of incidents in tertiary healthcare. Nineteen interviews involved more than one respondent, yielding 100 interviews in total. Participants were recruited through advertisements in the national broadsheet and tabloid print media (43 per cent), with the help of the health services where the incidents occurred (28 per cent), through invitations sent out by two internet marketing companies (27 per cent) and by consumer organisations (2 per cent). SETTING: Interviews were conducted in the homes of the respondents or over the phone. One participant emailed her responses to the questionnaire. RESULTS: Analysis of the interview data revealed: (1) considerable knowledge on the part of patients and relatives about health service risks, problems and incidents; (2) the insight of interviewees into care improvement opportunities; and (3) challenges faced by patients and relatives when trying to negotiate their knowledge and insights with health service staff. CONCLUSION: Patients (and family members) need access to structured processes ensuring dialogue with health service personnel about perceived risks, problems and incidents. Such dialogue would reveal patients' and family members' questions and knowledge about improvement opportunities, and minimise the risk that their questions and knowledge are ignored. [Abstract] 
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